bupivacaine 0.125% with fentanyl 1 µg/ml was started at 5 ml/h at the end of surgery for post-operative analgesia. Patient exhibited stable haemodynamics during surgery. The epidural catheter was removed on 3 rd post-operative day. The patient did not exhibit any signs of post-operative neurological deterioration.
Osteopetrotic patients [2] vary greatly in their presentation and severity. The simplest form is osteopoikilosis, noticed as incidental finding of osteopetrosis on radiographs. Autosomal recessive variant has a neonatal onset with fractures, short stature, compressive neuropathies, hypocalcaemia, tetanic seizures, pancytopenia, mental retardation, skin and immune system involvement and renal tubular acidosis.
The onset of primarily skeletal manifestations such as fractures, osteoarthritis of hip joint and osteomyelitis of the mandible at adolescence is typical of autosomal dominant variant. Common findings are cranial nerve compressions manifesting as visual and hearing loss, nutritional anaemia, thrombocytopaenia, brittle and osteomyelitic bones (more prone to bleed), hypocalcaemic seizures with secondary hyperparathyroidism and muscular hypotonia. Judicious use of transfusions is warranted as significant immunosuppression is a feature of this disease. Nasal space is reduced by bony encroachments with disturbed facial anatomy complicating nasal intubation. Fibreoptic guided awake oral intubation is preferred if general anaesthesia is contemplated. [3] The anaesthetic options are limited and technically difficult with both airway and spine involved in the disease process. The osteopetrotic bones are difficult to drill and surgical time can escalate. We were able to successfully place a central neuraxial block in our patient, but this may not always be the best anaesthetic. Hence, pre-operative identification of anaesthetic complexities is essential to plan safe perioperative course. Guillain-Barre syndrome (GBS) is an acute flaccid paralysis syndrome with an incidence of 1.2-1.9 cases/100,000 population and the incidence remains almost the same in pregnancy. However, in pregnancy it may be associated with increased maternal morbidity and mortality. [1] There are reports of safe use of regional anaesthesia in pregnancy with GBS, [2] and also where GBS worsened in the postoperative period after regional anaesthesia. [3] We describe a patient with the hyperacute onset and rapidly progressive neuropathy leading to quadriplegia and respiratory failure following spinal anaesthesia for caesarean section. For reprints contact: reprints@medknow.com system due to the stress of surgery [5] or nerve damage through a possibly exaggerated neural response to the local anaesthetic agent [3] may have complexly interacted to accelerate the profound muscle weakness and hastened progression to full-fledged GBS.
The possibility of an association between regional anaesthesia and the associated hastening of symptoms of GBS requires further understanding and research as seen from the present and previous reports.
0.5% hyperbaric bupivacaine. There was history of diarrhoea, mild fever, tingling sensation, and numbness of all four limbs without any obvious neurological deficits one week earlier. There was failure of return of muscle power in the lower limbs following the surgery and the weakness progressed rapidly within 12 h in all the four limbs, associated with difficulty in breathing. She was intubated and shifted to the neuromedical Intensive Care Unit of our hospital. She was quadriplegic and areflexic with no signs of meningitis or raised intracranial pressure. Bifacial weakness was present, but bowel and bladder functions were normal. Cerebrospinal fluid examination showed albumino-cytological dissociation (nil cells with proteins at 98 mg/dl). Nerve conduction study revealed absent F waves with inexcitable median, ulnar and superficial peroneal nerves, and a decrease in velocity and amplitude of sensory nerves. Based on the clinical presentation and above findings, a diagnosis of acute motor-sensory axonal neuropathy type of GBS was made. Possibilities of transverse myelitis, lumbar epidural haematoma, and poliomyelitis were ruled out on the basis of the absence of hyperreflexia, presence of quadriplegia and symmetrical weakness, respectively. A tracheostomy was performed and 65 days later, she was weaned off from the ventilator and the tracheostomy closed. She was wheelchair bound at discharge (muscle power in upper limbs 3/5 and lower limbs 1/5). The power improved after 1½ years to 5/5 in the upper limbs and 3/5 in lower limbs, and she was able to walk with support.
Recently, Mangar et al. [4] reported acute precipitation of GBS after epidural analgesia. The patient's recent vaginal infection and probable chorioamnionitis during labour may have served as triggering agent via molecular mimicry. The authors concluded that no direct link between neuraxial anaesthesia and GBS could be confirmed. Wiertlewski et al. [3] reported worsening of neurological symptoms after epidural anaesthesia in a patient with GBS and the authors attributed immunological changes associated with pregnancy and anaesthetic toxicity as possible causes. In two-thirds of patients, GBS is associated with prodromal infections in the form of flu or gastroenteritis, triggering an abnormal immune response to axolemmal or Schwann cell antigens, damaging the peripheral nerves. In our patient, there was a positive history of diarrhoea a week before surgery. Therefore, we postulate that a possible aberrant immune reaction due to infection, associated with changes in immune
